Current literature suggests the information and support needs of oncology patients undergoing radical radiotherapy to the prostate often remain unmet and can impact quality of life. We aimed to explore the effectiveness of delivery and opportunities for service improvement, including a group based treatment review.
Findings:
Overall patients felt their needs were being met. Suggestions for improvement (more information on preparation, side effects and delays) will be implemented locally. Future work will explore the feasibility of group reviews in patients undergoing radical radiotherapy to the prostate.
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Background
Prostate cancer (PC) is the most common male cancer and radical radiotherapy (RRT) is a key treatment option available for localised and locally advanced disease (1) . Recent advances such as intensity-modulated radiation therapy, fractionated delivery regimens and volumetric modulated arc therapy (2-3) aim to reduce toxicity. However, both late and acute symptoms and side effects can still occur and impact on quality of life (QOL) (4, 5) . Therefore, robust plans to ensure patients' supportive needs are met both during treatment and beyond need to be implemented (6, 7) .
To enable patient coping it is important to offer both information and support (IAS) however, often these needs are left unmet (8) (9) (10) particularly regarding information about treatment, psychological, sexual issues and logistics of the health care setting (11, 12) .
Patients were more likely to feel their needs were unmet where they had limited access to health professionals (HP's) both during and after treatment (12) . Certainly, in a large Finnish sample half of the patients undergoing treatments for PC were dissatisfied with their IAS and if inadequate at baseline a significant predictor of QOL at 5 years (13) . Recommendations to improve supportive care suggest that a comprehensive understanding of individual patient need along with staff training may ultimately facilitate decision making between health professionals (HP's) and patients (9) and a key role for the nurse specialist is recommended to facilitate this (12) . However, with limited resources it is challenging to meet the IAS needs of patients and sustain them over time (14) . One way to encourage patients to share experiences and coping skills is though group support (8) .
A conversational group support for men with PC proved successful (15) in that men felt supported and were positive about airing concerns (including impotence) this ultimately resulted in a greater understanding of PC and its side effects. Indeed, an end of treatment group psycho-educational intervention in breast cancer (BC) patients to address IAS and psychosocial needs found it effective resulting in patients reporting enhanced knowledge (16) . A recent pilot study in Leeds Teaching Hospitals Trust (LTHT) radiotherapy (RT) department in BC patients found no significant differences in QOL between patients assigned to an individual or a group based treatment review (GBTR) (17) suggesting this may be a credible alternative for some patients to improve patient satisfaction and compliance.
In order to deliver changes in practice to meet patient IAS needs government initiatives and publications have stressed the need for practitioners to review service delivery to take account of patient needs, make timely and information accessible to enable informed decision making with HPs (1, 18, 19) .
The majority of studies report unmet IAS around diagnosis or follow up (8,9 & 13) with less focus during treatment. However, addressing key needs and enabling signposting to relevant services during treatment (when patients are in close contact with HPs), could bridge the gap between diagnosis and follow up. Here we explore the IAS provision in patients undergoing treatment within the LTHT RT department from their individual review with a doctor or UN specialist. Further, as there is limited research on group support for patients undergoing RRT for PC and with literature suggesting this could be beneficial for patients the aims of this service evaluation project are to:
 Establish the effectiveness of the current service in relation to patient's information and support needs including their individual treatment review.
 To identify opportunities for service improvement and in particular the value of GBTR.
Method
Participants and recruitment
A convenience sample of eligible patients who had PC, treated with RRT (+/-concomitant chemotherapy, hormone therapy and surgery) and completing treatment were recruited. Exclusion criteria deemed patients should not exhibit overt psychopathology or serious cognitive dysfunction. Using a cross sectional design 68t patients were approached and 60 agreed to take part (mean age 70 range 47-79). For patient RT fractions see Table 1 
Analysis
Self-reported questionnaire
Descriptive data (frequencies and percentages) were computed using IMB SPSS v20 and qualitative data forming the free text comments (FTC) e.g. 'please explain your answer', were categorized according to the questions.
Semi-Structured Interview
Thematic framework analysis was applied to the interview data (see table 3) (24). Two researchers individually identified a thematic framework enabling indexing, coding and charting of data. Interpretation of coding was discussed and where differences occurred these were resolved via consensus to ensure inter-rater reliability.
Results
The topics emerging from the proportional data and FTC (table 4) include satisfaction with information provision prior to and during treatment; bladder filling and enema procedures (including reasons for non-compliance) and Individual treatment reviews including patient preference for health professional, timing of appointments and whether concerns were addressed. Please see figure 2 (a-f) for summary of these data.
Information provision
In general, 87% of patients felt they were given the 'right amount' of information ranging from 90-93% for bowel preparation and bladder filling respectively. Eighty two percent of patients felt that the IAS given by treatment radiographers was 'very good' Bladder and enema procedure Twenty percent of patients described occasions where they did not use the enema due to them having a natural bowel movement and 26 % said they only 'sometimes' managed to follow the procedure and 2% never managed (Figure 2b ). Treatment delays were the most common reason for not being able to maintain a full bladder and patients suggested improved communication could obviate this in future.
Individual Review
The doctor and UN were seen as having very similar roles (table 4) and 49% of patients preferred to be reviewed by both. Twenty six percent of patients preferred to see the UN and 3% the doctor (Figure 2 d ). Seventy nine percent of patients thought scheduled appointments were 'about right' for the UN and 64 % for the doctor. With 10 and 7% stated they needed more appointments with the doctor and UN respectively (21% stated they didn't see a doctor). Seventy percent of participants 'always' felt their concerns were addressed by the UN and 49% with the doctor (Figures 2e and 2f) . A small number (5%) felt their concerns were 'never' addressed by the doctor and 3% felt the same about the UN (table 4) . However, the overall experience with the doctor and/or UN was either 'Very Good' (62%) or 'good' (23%).
Semi structured interviews
Here emergent themes and subthemes are presented (figure 3) and illustrated with supporting quotes (table 5). The mean age of patients was 70 (range 60-80) and 60%
were in receipt of hormone therapy.
Summary of themes
Issues and concerns
These were generally related to information provision, physical problems, medication, logistics of the department and survivorship. Some patients felt they would benefit from more information about how RT works, and the rationale for prepping procedures (bladder filling and enema) and suggested this information could be presented visually.
Advantages
Peer support
One of the main potential advantages of GBTR was that peer support could inform and alleviate patient issues or concerns.
Talking and Listening to others
Patients felt it would be beneficial to know what other patients are going through and to learn from others experience. A GBTR could give patients the opportunity to access information, ideas or questions they may have been too afraid (or had forgotten) to ask.
Practicalities
Timing Some patients thought it would be useful at the beginning of treatment however, others thought it most beneficial in the middle.
Partner or carer involvement
Several patients recognized that relatives or carers may need to be involved for practical reasons alternatively others were less positive suggesting this would make them feel inhibited.
Number of participants Proposed numbers ranged from 2-3 to 6 which was seen as the ideal.
Disadvantages
Privacy and independence
Some patients felt they and (potentially others) would not attend a GBTR citing concerns around confidentiality and privacy and others felt they wouldn't attend because of their strong sense of self-reliance and independence.
Taboo subjects
Patients highlighted that some subjects would not be amenable to a GBTR including sex life/impotence and bodily functions including diarrhoea. However, it was also acknowledged it would be difficult to discuss these issues individually.
Domination by others
There were concerns from patients that a GBTR had the potential to become dominated by others and that careful facilitation could avoid this.
Discussion
This study explored the effectiveness of the IAS for men receiving RRT to the prostate, and opportunities for service improvement, in particular the value of GBTR.
The majority of patients felt they received the right amount of information prior to their initial appointment although as in previous research some would have appreciated more information on diet and side-effects (15, 25) . Our findings suggest that prior to commencing RT more detailed and varied information should be delivered via a variety of means including the internet, audio tapes and orientation visits to increase retention and satisfaction (4, 26) . However, we acknowledge not all patients can take in information prior to treatment due to anxiety over treatment and diagnosis (40) Generally, patients were positive about a GBTR with peer support seen as factor a major factor to enable patients to come to terms with their situation in line with previous research (15) . However as in previous research (4) not all our patients were certain, most patients felt difficult or embarrassing experiences should not be discussed in contrast to previous research where these issues had been successfully discussed in a group situation (15) . Another suggested disadvantage was the potential for individuals to dominate so other voices may not be heard; indeed, strong leadership is recommended for group facilitation (32, 15). Views were mixed in terms of whether relatives or significant others should be included, the timing of the sessions and the optimum number of participants. Earlier research has stated groups of 6 or more are of limited value to patients (29).
The study was a cross sectional snapshot of local service provision thus the findings may not be generalizable to other departments. Similarly, the interviews formed a small sample not necessarily representative of others with PC. For future use the questionnaire will be adapted to give options to state whether they saw the Doctor or UN as this may have influenced results.
Conclusion
This study has highlighted the need to co-ordinate approaches with members of the MDT particularly radiographers and the UN) to deliver IAS to patients. In terms of RT practice this could include using a variety of means to advise patients on the rationale for treatment preparation and ensuring treatment delays are cascaded efficiently. Future work will develop a pilot study working with patients and staff to explore the feasibility and acceptability of a GBTR including stratifying patients on need, preference and suitability. Other options include embracing new technologies to augment patients IAS needs. Patients with low level concerns could be signposted to an electronic patient reported outcome (ePROM) self-management system (eRAPID) which is being piloted in the LTHT RT department (33, 34). 
Stages
Methods undertaken
Familiarisation Preliminary ideas and notes were made from the transcribing the raw data
Identifying a thematic framework
Based on the aims of the study and questions asked during the interview of emergent themes a framework was identified
Indexing
The themes were numbered and the data was coded if it related to a theme
Charting
The indexed data relating to the theme/subtheme was charted using participant numbers to identify the patients
Mapping and Interpretation
The chart text was summarised and interpreted in relation to the aims and themes emerged and used to support the findings of the study 
